DESCRIPTION
A 48-year-old woman with a history of longstanding alcohol consumption, arterial hypertension and morbid obesity was admitted to our emergency department due to massive haematochezia and dyspnoea. She was drowsy, tachypneic (28 breath/min) and icteric on admission. Blood pressure was 70/30 mm Hg and pulse rate 100/min. Physical examination revealed a tender abdomen and fresh blood on the digital rectal examination. Laboratory findings were as follows: haemoglobin 8.5 g/dl; haematocrit 25%; platelets 2.21×10 5 /mm 3 ; prothrombin time 47% (INR 1.46); urea nitrogen 59.1 mg/dl; total bilirubin 4.1 mg/dl; direct bilirubin 2.9 mg/dl; aspartate aminotransferase/ alanine aminotransferase 152/62 IU/l; alkaline phosphatase 142 IU/l and γ-glutamyltransferase 226 IU/l. Hepatitis B and C serology was negative. An alcoholic liver cirrhosis Child-Pugh class B with a score of 8 points was diagnosed.
Abdominal ultrasound showed a normal gallbladder with gallstones but without signs of cholecystitis. Intrahepatic bile ducts were not dilated; the extrahepatic bile ducts were not visualised, as the examination was difficult because of obesity. As there where no signs of portal hypertension, Doppler ultrasound was not performed. Upper gastrointestinal endoscopy was normal. Colonoscopy showed fresh blood that was leaking through the ileocecal valve. Visualisation of the ileum by colonoscopy was not achieved. No active bleeding was found in the colon. Selective arteriography was subsequently performed without visualisation of an active bleeding. An abdominal angio CT scan was performed which showed signs of portal hypertension with ascites and a portosystemic shunt via the superior mesenteric vein (SMV) and the right ovarian vein (ROV), as well as varices of the SMV (figures 1-3) . The SMV varices were in close contact with the terminal ileum. A capsule endoscopy was not performed, based on the abovenamed CT findings.
Given the context of a cirrhotic coagulopathy and a portosystemic shunt in proximity to the terminal ileum, small bowel bleeding in this case was caused by perforated bleeding varices of the SMV. Despite the transfusion of 9 units of red blood cells, 13 units of fresh frozen plasma and 4 g of fibrinogen, respectively, there was ongoing intestinal bleeding. Transjugular intrahepatic portosystemic shunt (TIPS) was performed with a consecutive reduction of the portal pressure from 26 to 16 mm Hg.
After TIPS, no further intestinal bleeding was observed and haemoglobin remained stable. Postinterventional course was uneventful and the patient could be discharged home 2 weeks later. Follow-up after 9 months revealed no recurrence of intestinal bleeding.
Bleeding from ectopic varices is rare in patients with portal hypertension (5% of all variceal bleeding). It is generally massive and life threatening. 1 Evidence for the treatment of ectopic varices is poor, as treatment recommendations are limited to case reports. 1 There are different therapeutic option in bleeding ectopic varices, such as balloon occluded retrograde transvenous obliteration, 2 transcatheter embolisation or sclerotherapy, with or without portosystemic TIPS. 3 Thus, a multidisciplinary approach (intensivists, gastroenterologist, interventional radiologist and surgeons) is needed to define the optimal treatment strategy for patients with ectopic varices.
Learning points
▸ Haemorrhage from ectopic varices should be considered in patients with portal hypertension and lower gastrointestinal bleeding. ▸ There is no diagnostic workup for bleeding ectopic varices established at present. Angio CT scan is feasible for the visualisation of ectopic varices. 
